Endoscopic retrograde cholangiopancreatography (ERCP) is a valuable diagnostic and therapeutic procedure in the management of pancreatic and extrahepatic biliary tract diseases. Although rare, it is related to several complications including retroperitoneal duodenal perforation.
Introduction
Endoscopic retrograde cholangiopancreatography (ERCP) has become mainly a therapeutic procedure in the light of the fast development of imaging techniques in the last decade. The main risk factors for complications during the procedure are difficult bile duct cannulation, continuous air insufflation, repeated attempts to cannulate the papilla, duration of the procedure, anatomical abnormalities, diverticula in the periampular area, cirrhosis, sphincter of Oddi dysfunction and previous gastrointestinal surgery. The most common complications are pancreatitis (1.8%) and haemorrhage (1.13%). (1) An uncommon complication (0.57%), but one of the most feared, with a high mortality rate, is air leakage. It originates either from injury of the duodenum and small bowel or extrahepatic bile duct system as a direct consequence of hollow organ wall perforation or ruptured alveoli. Pneumothorax is an extremely rare but possibly fatal complication if not diagnosed properly.
Only sporadic cases are described. (1-3) Here we present a patient with multiple risk factors, including repeated attempts and difficulties of cannulation due to anatomical abnormalities, continuous air insufflation and history of gastrointestinal surgery.
Case report
A 63-year-old female with a history of previous ERCP due to cholelithiasis presented with repetitive symptomatic cholelithiasis seven years after cholecystectomy. She underwent abdominal ultrasound imaging which showed enlarged intra-and extrahepatic biliary ducts and ductus choledochus. During an elective ERCP, which lasted 54 minutes, there were problems locating and opening the papilla that was already iatrogenically modified due to previous endoscopic sphincterotomy (EPT). There was small active bleeding at the site of papillotomy after additional EPT. The haemorrhage ceased spontaneously; haemostasis was supported with an adrenalin injection. There were problems with 
